Electronic poster abstracts evaluation of the urinary bladder, distal ureter, pelvic bowel loops, anterior abdominal wall and lateral pelvic wall was undertaken to determine the etiology of pelvic pain. Results: There were 13 patients in whom there was a clinical suspicion of gynecologic cause of pelvic pain, but ultrasound revealed pathology elsewhere. 3 patients had ureteric calculi. There were 2 cases of appendicitis; 1 case each of Crohn's disease and ileocecal tuberculosis; 2 cases of epiploic appendagitis and 3 cases of non-gynecologic pelvic malignancies. 1 case of left Spigelian hernia was also diagnosed. Bowel pathology was the most common non-gynecologic cause of pelvic pain in our study. This was followed by ureteric calculi. Conclusions: Pelvic pain is a common complaint encountered in gynecologic practice. While performing sonography in a woman with pelvic pain, it is imperative to expand our field of vision beyond the assessment of uterus and the adnexa. Familiarity with the normal pelvic anatomy is mandatory to detect pelvic pathology. Loss of normal gut signature and increased echogenicity of the pelvic fat with indistinct planes are sonologic red flags for bowel pathology. Focal irregularity of the urinary bladder wall and lack of distensibility are clues to vesical and perivesical pathology. A 40-year-old woman presented with abdominal pain that persisted for 3 days. The physical examination showed direct and rebound tenderness with cervical motion tenderness. All vital signs and laboratory data were within normal limits except the C-reactive protein level increased to 1.5 mg/dL. The transvaginal sonogram showed a 4.0 × 3.5-cm cyst in the right adnexa ( figure 1A ). Acute pelvic inflammatory disease (PID) with right pelvic cyst was tentatively diagnosed. At follow-up after 1 week of antibiotics treatment, the cystic mass abruptly turned into a semi-solid mass, simulating ovarian endometrioma or pyosalpinx (figure 1B). Laparoscopy showed edematous calyx-like fimbriae on the brownish, enlarged cystic salpinx. Salpingectomy was performed and old blood coloured cystic content was noted ( figure 1C ). Hematosalpinx can result from normal menstruation as in this case in preceding tubal obstruction. Gynecologists should consider various gynecologic conditions related to internal hemorrhage when they encounter a hypoechoic semi-solid lesion.
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A 40-year-old woman presented with abdominal pain that persisted for 3 days. The physical examination showed direct and rebound tenderness with cervical motion tenderness. All vital signs and laboratory data were within normal limits except the C-reactive protein level increased to 1.5 mg/dL. The transvaginal sonogram showed a 4.0 × 3.5-cm cyst in the right adnexa ( figure 1A ). Acute pelvic inflammatory disease (PID) with right pelvic cyst was tentatively diagnosed. At follow-up after 1 week of antibiotics treatment, the cystic mass abruptly turned into a semi-solid mass, simulating ovarian endometrioma or pyosalpinx (figure 1B). Laparoscopy showed edematous calyx-like fimbriae on the brownish, enlarged cystic salpinx. Salpingectomy was performed and old blood coloured cystic content was noted ( figure 1C ). Hematosalpinx can result from normal menstruation as in this case in preceding tubal obstruction. Gynecologists should consider various gynecologic conditions related to internal hemorrhage when they encounter a hypoechoic semi-solid lesion.
Supporting information can be found in the online version of this abstract During sigmoidoscopy internal hemorrhoids were found and treated with sclerotherapy. In addition, a submucosal bulging was seen 5cm above the anal sphincter in the ventral wall of the rectum.
The patient was referred to the gynecology unit for a transvaginal ultrasound. This showed a hypoechogenic focally irregular mass in the anterior wall of the rectum at 5.5cm from the anus. The muscularis of the rectum seemed to be contiguous with the mass and the lesion caused stenosis of the lumen. There was no free fluid in the Douglas space. On colour Doppler examination the mass was strongly vascularised.
Although ultrasound imaging initially resembled a deep infiltrating endometriotic nodule (figure 1A), the high flow at colour imaging (figure 1B) as well as the patient's age and history made us lean more towards the diagnosis of malignancy. A biopsy taken during sigmoidoscopy showed an endometrioid carcinoma.
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Adenomyosis is a common form of endometriosis, its diffuse type is often seen in patients suffering from this disorder. Focal adenomyosis presenting cysts in the uterine wall is a quite rare condition causing debate on the preoperative diagnosis. In our case report a 31 year-old patient is presented who was admitted to our department due to her fibroid related symptoms -chronic pelvic pain -before her planned pregnancy. Previously an ultrasound scan performed revealed a 16 mm structure in the uterine wall which was later described as a fibroid. The patient attended regular checkups and her complaints also progressed by the time. Repeated ultrasound examination showed a well circumscribed, hypoechogenic, 3.5 cm in diameter structure in the uterine wall, separated from the endometrial cavity. Although the appearance of this structure could fulfil the requirements of an emolliated fibroid. Laparoscopy was performed in order to remove the tumour and an adenomyotic cyst was found in the uterine wall. The most of the inner lining was removed and electrocoagulated followed by closing the wound with baseball stitches. Patient discharged the following day. Final histopathological result proved adenomyosis. 3 months after the surgery no recurrence was seen and the patient was under GnRh analogue therapy. Preoperative CA125 was not measured. 7 months after the treatment the patient has managed to conceive successfully without any pregnancy loss. Conclusion: Preoperative imaging is the key in distinguishing adenomyotic cyst from other congenital and acquired gynecological pathologies. The surgical treatment is the excision of the lesion and should be conservative. Since adenomyotic patients are usually young, laparoscopic excision is considered optimal. Being a rare condition we have to keep in mind this uncommon localisation for endometriosis.
